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INTRODUCTION

The use of nurse practitioners (NPs) and phy-
sician assistants (PAs) to provide primary health
care traditionally provided only by physicians de-
veloped during the 1960s in response to a per-
ceived shortage and  maldistribution of physicians.
Societal support for this innovation in the deliv-
ery of health-care was based on the potential for
NPs and PAs to improve access and to lower costs
while maintaining the quality of care. At about
the same time the number of certified nurse-mid-
wives (CNMs),1 who had been providing health
care for some 30 years, began to increase substan-
tially.

In the past two decades, the ranks of NPs, PAs,
and CNMs and their responsibilities for provid-
ing care to patients have increased, despite the
resistance these practitioners have encountered in
their attempts to assume more prominent or more
independent roles in delivering health care. Today,
approximately 15,400 NPs, 16,000 PAs, and 2,000
CNMs are practicing in the United States.

Changes in the health-care environment have
altered the forces that spurred the development
and growth of these groups of providers. The
health-care sector has become increasingly com-
petitive as the supply of physicians has grown and
as the proportion of physicians practicing in the
primary-care specialties has decreased. New forms
of organization for the delivery of medical care
have emerged. Concern over the rapidly rising
costs of health care has grown, and new meth-
ods of paying for hospitals’ inpatient services have
been implemented. All of these changes have im-
plications for the roles NPs, PAs, and CNMs will
play in the future, and for the quality, accessibil-
ity, and costs of health care.

As the health-care delivery system evolves,
NPs, PAs, and CNMs are exploring ways to over-
come several obstacles, such as unsupportive

‘This case study uses the word certified to distinguish formally
trained and certified nurse-midwives from lay midwives, who may
or may not be nurses and who have informal training in midwifery.

physicians, restrictive State laws and regulations,
and the inaccessibility and cost of malpractice in-
surance. Although these problems are significant
(see box 1-A), they are beyond the scope of this
study, which focuses on another major barrier—
limited third-party payment for the services of
NPs, PAs, and CNMs.

Background and Scope of
the Case Study

This case study was prepared in response to a
request by the Senate Committee on Appropria-
tions to update a previous OTA case study, “The
Cost and Effectiveness of Nurse Practitioners. ”
The committee also requested that OTA address
the extent to which various Federal health-care
programs and private third-party payers pay for
the services of NPs and CNMs. Of particular in-
terest to the committee were the issues of cover-
age (i.e., authorization for payment) and direct
payment (i.e., payment to NPs and CNMs) for
their services.2 The committee also requested that
OTA review the evidence on the quality and costs
of the care NPs and CNMs provide. The analy-
sis also addresses PAs because their historical
background and current roles are similar to that
of NPs, and because information on NPs often
overlaps with information on PAs.

In considering NPs and PAs, the study focuses
on the large majority who provide primary care,
although some attention is given to the roles of
NPs and PAs in nonprimary-care settings. No dis-
tinction is made between primary-care PAs and
PAs trained in Medex programs specifically to
provide primary care to underserved populations.

‘The Medicare program and other third-part y payers distinguish
between coverage and payment. Coverage refers to benefits avail-
able to eligible beneficiaries or subscribers; payment refers to the
amounts and methods of payment for covered services.
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The central questions the study attempts to an- . How would changing the payment method
swer are: affect health-care costs for patients, third-

●

●

What contributions do NPs, PAs, and CNMs party payers, and society?

make in meeting the Nation’s health-care
needs? Organization of the Case Study
How would changing the method of payment
for the services of NPs, PAs, and CNMs af- The case study is organized into five chapters
fect the roles these practitioners would play and two appendixes. Chapter 1 presents a sum-
in the evolving health-care delivery system? mary of the case study and in an addendum de-



5

fines and describes NPs, PAs, and CNMs. Chap-
ters 2 through 4 discuss the contributions of NPs,
PAs, and CNMs to health care. Chapter 2 ad-
dresses the quality of care, reviewing studies that
compare the care provided by NPs, PAs, and
CNMs with that provided by physicians and studies
that gauge patients’ satisfaction with and physi-
cians’ acceptance of the care provided by NPs,
PAs, and CNMs. Chapter 3 considers access to
health care; and chapter 4 focuses on productivity,
costs, and employment. Chapter 5 analyzes what
implications various payment modifications would
have for the employment and practice of NPs,
PAs, and CNMs and for health-care costs; exam-
ines the effects new developments in the health-

SUMMARY

Understanding how the use of NPs, PAs, and
CNMs affects the quality of care, the access to
care, the productivity of providers, and the costs
of care is crucial for analyzing the effects of alter-
native policies regarding payment for the services
of these providers. Drawing general conclusions
is possible, despite the methodological limitations
of many studies.

Contributions of NPs, PAs, and CNMs

Direct measurement of the quality of the care
provided by NPs, PAs, and CNMs is not possi-
ble at this time. Instead, the quality must be
gauged by comparing their care with the care pro-
vided by physicians; by examining the extent to
which patients are satisfied with the care provided
by NPs, PAs, and CNMs; and by assessing phy-
sicians’ acceptance of such care. Many studies that
analyze these relationships are methodologically
flawed and almost none examine the quality of
services provided without physician involvement.

The weight of the evidence indicates that,
within their areas of competence, NPs, PAs, and
CNMs provide care whose quality is equivalent
to that of care provided by physicians.3 More-
over, NPs and CNMs are more adept than phy-

3This study examined the quality of the care provided by NPs
and PAs in primaW-care  ambulatory settings and the quality of care
provided by CNMs in ambulatory and inpatient settings.

care sector could have on NPs, PAs, and CNMs;
and assesses how payment modifications in the
context of a rapidly changing health-care system
might influence the roles of these practitioners and
the costs of health care.

Appendix A describes the method of the study
and acknowledges the assistance of the individ-
uals and organizations that reviewed this case
study and provided valuable advice on its con-
tent. Appendix B presents a detailed description
of payment for the services of NPs, PAs, and
CNMs by third-party payers in the public and pri-
vate sectors.

Photo credit  American College of Nurse-Midwives

CNM’s improve quality of care and access to care by
providing person-oriented services such as health

education and counseling.
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sicians at providing services that depend on com-
munication with patients and preventive actions.
The evidence indicates that PAs also perform bet-
ter than many physicians in supportive-care and
health-promotion activities. Patients are generally
satisfied with the quality of care provided by NPs,
PAs, and CNMs, particularly with the interper-
sonal aspects of care. Although most physicians
who employ these practitioners are satisfied with
their performance, physicians’ willingness to del-
egate medical tasks is limited. Many physicians
are more comfortable delegating the routine tasks
related to primary care, such as taking histories,
than the more technical procedures, such as phys-
ical examinations. Employment statistics also re-
flect physicians’ acceptance of these practitioners.

Historically, NPs, PAs, and CNMs have been
credited with improving the geographic distribu-
tion of care, because many of them have been
willing to locate in underserved rural and inner-
city areas. As a result of increases in the supply
of physicians, some physicians are beginning to
practice in smaller communities. Although some
experts believe that the maldistribution of physi-
cian manpower will improve over time, access to
primary care is still limited and may persist as a
problem in certain geographic areas. How chang-
ing patterns in the distribution of primary-care
physicians will affect the employment and the
practice patterns of NPs, PAs, and CNMs is un-
certain, but these practitioners will continue to
play valuable roles in underserved areas.

In addition to improving access to care in ru-
ral areas, NPs, PAs, and CNMs increase access
to primary care in a wide variety of nongeographic
settings and for populations not adequately served
by physicians. Studies have shown, for example,
that NPs increase access to primary care for un-
derserved children in school settings, and elderly
patients in nursing homes. CNMs provide effec-
tive and low-cost maternity care to underserved,
socioeconomically high-risk pregnant women and
adolescents. NPs, PAs, and CNMs have also im-
proved access by adding to the scope of primary-
care services available to patients. NPs and PAs
are competent in guiding individuals through to-
day’s complex health-care system and in caring
for chronically ill adults and children. Preliminary
reports indicate that NPs and PAs also increase

access to primary care in other settings, such as,
in the home and in correctional institutions, where
needed medical care is not always available.

In principle, the scope of NPs’ and PAs’ prac-
tice encompasses most of the primary-care serv-
ices provided by their physician counterparts.
Productivity studies indicate that NPs and PAs
working under physicians’ supervision can in-
crease total practice output by some 20 to 50 per-
cent. Increases in productivity resulting from the
use of NPs and PAs vary widely depending on
the practice settings, on the responsibilities dele-
gated to these practitioners, on the severity and
stability of the patients’ illnesses, and on how the
physicians choose to use the free time that results
from delegating tasks. Although much less infor-
mation on productivity is available for CNMs
than for NPs and PAs, the degree to which CNMs
can substitute for physicians appears to be con-
siderable.

Indirect evidence indicates these providers could
decrease costs to employers and society. Employ-
ment levels for NPs, PAs, and CNMs suggest that
health-care providers consider these practitioners
to be cost-effective substitutes for physicians in
delivering many services. From a societal stand-
point, training NPs, PAs, and CNMs costs much
less than training physicians. Given that the qual-
ity of care provided by NPs, PAs, and CNMs
within their areas of competence is equivalent to
the quality of comparable services provided by
physicians; using NPs, PAs, and CNMs rather
than physicians to provide certain services would
appear to be cost-effective from a societal per-
spective.

Effects of Changing Payment Methods

Although the evidence indicates that NPs, PAs,
and CNMs have made positive contributions to
the delivery of health care, these practitioners
have not been used to their fullest potential. Ma-
jor obstacles to the greater employment and ap-
propriate use of NPs, PAs, and CNMs are that
most third-party payers do not cover (authorize
for payment) the provision by NPs, PAs, and
CNMs of many services that are typically and
characteristically provided by physicians, and, in
those instances where third-party payers do cover
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the services of NPs, PAs, and CNMs, the pay-
ments are most often indirect (i.e., to the employ-
ing physicians or institutions) rather than direct
(i.e., to the NPs or CNMs). PAs have not sought
direct payment.

Most NPs, PAs, and CNMs are employed in or-
ganized settings where employment is usually not
contingent upon coverage, However, the reluc-
tance of some physicians in private practice to hire
these practitioners stems partly from uncertainties
about payment for their services. NPs and CNMs
in independent practices must depend on patients’
out-of-pocket payments. Some third-party payers
in the public and private sectors cover the services
of NPs, PAs, and CNMs (see table 1-1). Coverage
and direct payment has been mandated most often
for CNMs, and to some extent they have been able
to operate with suitable physician collaboration.

The effects of extending coverage for the serv-
ices of NPs, PAs, and CNMs and paying directly
for the services of NPs and CNMs would un-
doubtedly be influenced by the markets for their
services. The health-care system is currently un-
dergoing substantial changes in the supply of phy-

sicians and in physicians’ practice arrangements.
Innovations in methods of paying other providers
are multiplying. For example, some third-party
payers are paying prospectively for hospitals’ in-
patient services (e.g., Medicare is paying on the
basis of diagnosis related groups4), and cavitation’
is a growing mode of payment. These changes,
along with the fact that an increasing proportion
of the population is aged 65 or older, and thus
in need of significant amounts of health-care serv-
ices, have major implications for the employment
and use of NPs, PAs, and CNMs and for health-
care costs. The uncertainty surrounding the mar-
kets for the services of NPs, PAs, and CNMs in
a health-care system in a state of flux makes it
difficult to predict the effect of payment changes.

4Diagnosis  related groups are groupings of diagnostic categories
drawn from the International Classification of Diseases and modi-
fied on the basis of surgical procedures, patients’ age, significant
comorbidities  or complications, and other relevant criteria. DRGs
are the case-mix measure mandated for Medicare’s prospective hos-
pital payment system by the Social Security Amendments of 1983
(Public Law 98-21).

‘Cavitation payment is prospective payment of a per-capita amount
for all services received by an enrollee or beneficiary during a given
period.

Table 1-1 .—Coverage and Direct Payment for Servicesa of Nurse Practitioners,
Physician Assistants, and Certified Nurse. Midwives

Nurse practitioners Physician assistants Certified nurse-midwives

Direct Direct Direct
Third-party payer Coverage payment Coverage payment Coverage payment

Medicare:
Part A . . . . . . . . . . . . . . . .
Part B . . . . . . . . . . . . . . .
HMO S

C . . . . . . . . . . . . .

State Medicaid programsd

Medicare and Medicaid:
Rural Health Clinics. .

CHAMPUS e . . . . . . . . . . . .

FEHBP f . . . . . . . . . . . . . .

P r i va te  i nsu rance  .  .

. No
No

. . , Yes

. . . . Some
programs

. Yes

. . . . Yes

. . , 7 plans

. . . . In some

No
No
NA

A few
programs

No

Yes

7 plans

In some

No
N o b

Yes

Some
programs

Yes

No

6 plans
No

No
No
NA

None

No

No

6 plans
No

No No
No No
Yes NA

Almost all Almost all
programs programs

Yes No

Yes Yes

20 plans 20 plans

In some In some
States States States States

NA = not available.
aseryices  that are typically and characteristically provided by physicians.
bDurlng  the publication of this case study, the omnibus Reconciliation Act of 1~ (public Law 99~9) was enacted. The act modifies part B of Medicare and authorizes

payment for (covers) services of physician assistants working under the supervision of physicians in hospitals, skilled nursing facilities, intermediate-care facilities,
and as an assistant at surgery The payment is indirect and at levels lower than physicians would receive for providing comparable services.

cHealth  maintenance organizations
dstate  Medicaid programs  have the option  of including Np and pA Services in their Siate  Medicaid plans,  Congress  mandated coverage  of CNMS’  SeWiCeS ifl 19S0,

As of January 1985, all States in which CNMS practiced either were complying with the law (Public Law 96-499) or were considering changes in their Medical plans
to comply with the law

ecivilian Health  and Medical Program of the Uniformed SerViCeS.
fFederal  Employees Health Benefit Program. FEHBP  has 21 fee-for-service plans, some of which authorize PaYment to Nps,  pAs,  and CNMS
gwhether State  laws  and regulatlofls  require or pemlit lrlsurailce Coverage and direct payment for the services of NPs, PAs, and CNMS

SOURCE Office of Technology Assessment, 1986.
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The effect of modifying the payment system to
cover and allow direct payment for the service
of NPs, PAs, and CNMs depends on their em-
ployment setting. Such changes could spur the
growth of NPs’ and CNMs’ independent fee-for-
service practices and joint practices with physi-
cians, to the extent permitted under State laws and
regulations. Because CNMs are currently less lim-
ited than NPs by payment limitations of third-
party payers, NPs would benefit most from cov-
erage and direct payment.

Even with coverage and direct payment, the
number of NPs and CNMs engaging in independ-
ent practice should be expected to remain very

small. In addition to the restriction imposed by
State laws and regulations, there are many diffi-
culties in undertaking such a practice, including
high startup costs, obtaining malpractice insur-
ance, and high premium malpractice insurance
rates. NPs in independent practices also depend
on physician referrals to establish a clientele. Con-
cerns expressed by physicians and the current
competitive market suggest that such referrals
might not be forthcoming, Independent practices
of CNMs are limited by physician concern with
competition and difficulty in obtaining physician
collaboration and hospital privileges. Although
many patients might continue to prefer a physi-
cian, direct payment would give patients the choice
of a wider range of providers.

One possible drawback of coverage and direct
payment is that additional covered providers
might increase the volume of services provided
and increase costs to patients and third-party
payers. Although the sparsity of conclusive data
makes it difficult to allay this concern, the increas-
ing emphasis most third-party payers place on
monitoring the use of services might help control
any increase in the volume of services provided.

Because of their potentially small number, NPs
and CNMs in independent practice might not seri-

‘Such practices would be administratively independent. Adminis-
tratively independent practices are not clinically independent from
physicians when NPs and CNMs are performing delegated medical
tasks. In addition to the nursing profession’s agreement to clinical
collaboration with physicians, State laws and regulations that pro-
scribe the scope of practice of NPs and CNMs and specify require-
ments for physician supervision serve as a more formal control on
clinical independence. NPs and CNMs may legally be clinically in-
dependent from physicians when performing nursing tasks.

ously affect costs. However, NPs and CNMs in
administratively independent practices could po-
tentially lower costs to third-party payers, pa-
tients, and society. If the provision of services by
NPs, CNMs, and physicians did not increase, ’ and
if NPs’ and CNMs’ payment level were lower than
those of physicians for comparable services, lower
costs for third-party payers would be likely. If the
fees to patients reflected the lower payment levels,
costs to patients’ and society could be lower. For
primary care services, such as office visits, sav-
ings to patients would be small, because the fee
for the service is small, and because insurance usu-
ally covers most of the providers’ fees. Savings
for maternity care could be important, because
the care itself is costly and insurance coverage is
incomplete. Patients, third-party payers, and so-
ciety could have lower costs if the total costs of
care provided by these practitioners was lower
than the total costs of care provided by physicians
for similar medical conditions.

NPs and CNMs in independent practices would
benefit by being able to offer lower prices as a
competitive strategy. Individual practice associa-
tion (IPA)-model health maintenance organiza-
tions (HMOs), which contract with individual
physicians for services, might turn to NPs as con-
tractors for primary-care services and CNMs as
contractors for maternity services. Preferred pro-
vider organizations (PPOs), which contract with
providers to supply services at discounted fees,
might also consider NPs and CNMs as contrac-
tors. These developments, however, would be
limited by the increasing availability of primary-
care physicians (including obstetricians) and other
barriers (see box 1-A). Moreover, physicians ap-
pear to be engaging in price competition as a re-
sult of the changing health-care market.

How coverage for NPs, PAs, and CNMs would
affect their employment and appropriate use by
fee-for-service physicians’ practices is uncertain,
because many variables affect physicians’ deci-
sions to employ these practitioners and to dele-

7N0 direct evidence is available as to how coverage and direct
payment would affect the volume of services provided by NPs and
CNMs. Although research on physicians’ influence on the volume
of services has been conducted for many years, none of the studies
unequivocally proves the magnitude or even the existence of phy-
sicians’ ability to control the volume of services (246).
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gate tasks commensurate with the training of these
providers. If NPs’, PAs’, and CNMs’ services were
authorized for payment, some physicians might
be encouraged to employ and integrate these
providers into their practices, knowing that prac-
tices that employ NPs and PAs are better able to
offer competitive prices and broader ranges of
services than are other practices (17). Some phy-
sicians might find it advantageous to hire new
physicians, rather than NPs, PAs, or CNMs, be-
cause the rate at which physicians’ income is grow-
ing is decreasing, and new physicians are express-
ing interest in salaried positions and are willing
to work for less money than established physi-
cians earn. Employing physicians, rather than
NPs, PAs, or CNMs, might make some practices
more competitive, because of the status patients
often confer on physicians. Physicians with declin-
ing patient bases might not be able to justify tak-
ing on additional providers and expenses and
might compete by increasing the time spent with
individual patients.

The advantages of extending coverage for NPs’,
PAs’, and CNMs’ services in fee-for-service set-
tings is apparent in certain settings, for certain
populations and where there are demonstrated
shortages of trained personnel. For example, rapid
growth in the elderly population and in the use
of nursing-home care has raised concerns about
the quality and costs of such care. Not only has

#

Extending coverage for NPs to provide primary care
services to elderly nursing home residents would

alleviate a demonstrated shortage of trained
personnel for that population.

physicians’ disinterest in visiting elderly residents
of nursing homes (166) been established, but there
are very few physicians trained in geriatrics (126).
Furthermore the elderly institutionalized popula-
tion is growing. Although more and better phy-
sician care for these patients may be available in
the future, their ability to furnish all the health
needs of this group is questionable. The geriatric
component of many of the training programs of
NPs and PAs has been increased and the 1- to 2-
year length of NP and PA training programs makes
NPs and PAs readily available for providing care.
NPs and PAs have the demonstrated ability to
provide care for a population with chronic prob-
lems and functional disabilities. Coverage would
permit NPs and PAs8 to legally provide the pri-
mary care services for which they are trained and
licensed—services that many nursing homes find
difficult to supply.

If coverage were extended, NPs and PAs would
most likely provide nursing home visits as em-
ployees of physicians’ practices or as team mem-
bers in group practices to provide nursing-home
visits. If NPs were paid directly, they could func-
tion as independent practitioners, supplying pri-
mary-care services to nursing homes. Except when
more intensive care can be substantiated, the
Medicare program currently limits the frequency
of physicians’ visits to nursing homes, so third-
party payer costs in this setting might not be af-
fected as long as payment levels were the same
for NPs and PAs as for physicians. Total costs
to third-party payers would probably decrease be-
cause visits to nursing homes by teams of physi-
cians and NPs or PAs would decrease the use of
hospital facilities (128,155,257 ).’

8During  the publication of this case study, the Omnibus Recon-
ciliation Act of 1986 (Public Law 99-509) was enacted. The act
changes the Medicare law and authorizes the coverage of the serv-
ices furnished by PAs under the supervision of physicians in skilled
nursing facilities and intermediate care facilities in States where PAs
are legally authorized to perform the services. This provision takes
effect Jan. 1, 1987. Payments, which go to the employer are 85 per-
cent of the prevailing charges of physician services for comparable
services provided by nonspecialist physicians.

9As app. B describes, a number of other Medicare and Medicaid
regulations specific to nursing homes limit the roles of NPs and PAs
and specify services that must be performed by physicians in order
for the nursing homes’ services to be covered. In addition to per-
mitting coverage under Medicare and Medicaid, amendments to these
regulations would be required in order to encourage the employ-
ment and appropriate use of NPs’ and PAs’ services in this setting.
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Coverage for the services of NPs and PAs could
also be advantageous for home-bound elderly pa-
tients and for allowing pediatric NPs to care for
chronically ill children at home. Medical teams
of pediatricians and PNPs—with the PNPs pro-
viding routine care, teaching children at home,
and monitoring the program—have been shown
to be effective in minimizing the social and psy-
chological consequences of chronic illness (234).
CNMs could be covered for the maternity care
of pregnant disabled women, in cases where the
disabling condition did not complicate the preg-
nancy and birth process. Such women might ben-
efit from the individualized care that CNMs typi-
cally provide.

Coverage would be advantageous in rural areas
where the lack of medical personnel is a persist-
ing problem. Although the Rural Health Clinics
Services Act of 1977 extended coverage to NPs,
PAs, and CNMs working in rural clinics, not all
residents of such areas have access to clinics. Cov-
erage for NPs, PAs, and CNMs might encourage
their use by physicians in fee-for-service practices
in rural areas who, because of fewer numbers,
must see considerably more patients and work
longer hours than their urban counterparts. Fur-
thermore, direct payment might encourage qual-
ified NPs and CNMs to move into unserved and
underserved areas to expand access to heath care.

Competition among health-care organizations
and the growth of HMOs—which have employed
and used NPs, PAs, and CNMs extensively in the
past—augurs larger roles for these providers in
the health-care system as employees of HMOs.
Cavitation, the method used to pay most HMOs,
does not require providers to bill for specific serv-
ices, and the services provided by NPs, PAs, and
CNMs in such settings are, for the most part, al-

POLICY CONCLUSIONS

NPs, PAs, and CNMs have made important
contributions to meeting the Nation’s health-care
needs by:

. improving the quality and accessibility of
health-care services; and

ready covered by public and private third-party
payers. Thus, coverage and direct payment for
the services of these practitioners would not
directly affect their employment by HMOs.

Such employment might diminish, however, if
competition leads physicians to accept salaries
that are sufficiently low to entice HMOs to em-
ploy physicians instead of NPs, PAs, or CNMs.
Another factor that might negatively affect
HMOs’ employment of these practitioners is the
increase in the number of IPA-model HMOs. Be-
cause they are primarily organized around phy-
sicians who usually practice in private offices,
IPA-model HMOs are less likely than are large
group- or staff-model HMOs to employ these pro-
viders. Although the number of IPA-model HMOs
has increased, the group- and staff-model HMOs
have the greatest number of enrollees.

The data suggest that NPs, PAs, and CNMs of-
fer financial savings to capitated HMOs. An in-
creasingly competitive environment might en-
courage providers to pass on to consumers the
savings generated by the employment and appro-
priate use of NPs, PAs, and CNMs, which would
benefit society.

Providing coverage or direct payment for the
services of NPs, PAs, and CNMs would not nec-
essarily affect their employment by hospitals for
inpatient care. NPs, PAs, and CNMs who work
in hospitals are usually hospital employees, and
the hospitals pay their salaries. Furthermore, there
is no statutory permission or lack of permission
under Medicare or Medicaid for payment of NPs’,
PAs’, or CNM’s services as inpatient hospital serv-
ices when these providers are employed by hos-
pitals. Most other third-party payers are also si-
lent on this issue. With coverage, these services
could be billed for as professional services.

● increasing the productivity of medical prac-
tices and institutions.

These practitioners have been accepted in a wide
range of settings under many different payment
schemes, have the potential to reduce health-care



costs, and clearly play legitimate roles in the
health-care system.

Although NPs, PAs, and CNMs are not em-
ployed and used to their fullest potential, many
third-party payers in the public and private sec-
tors are gradually lowering the barriers presented
by current payment methods and coverage re-
strictions.

Although Federal third-party payers vary con-
siderably in the extent of their coverage of and
payment for the services of these providers, in
general, coverage and direct payment is limited
(see app. B). Federal third-party payers could be
more in step with new and evolving payment
practices by liberalizing coverage and payment
restrictions for the services of NPs, PAs, and
CNMs. A major policy question is the manner of
liberalizing coverage and policy restrictions. Cov-
erage could be extended for NPs’, PAs’, and
CNMs’ services in all settings or only in certain
settings. Direct payment for the services of NPs
and CNMs would further remove barriers to prac-
tice. (PAs have not sought direct payment. )

How extending coverage for the services of
NPs, PAs, and CNMs in all settings would affect
their employment and use varies on the setting:

• little change would occur in HMOs and in-
patient hospital settings; and

• the effect in physician fee-for-service prac-
tice settings is unclear.

Coverage for the services of NPs, PAs, and
CNMs by additional payers would have little ef-
fect on the employment and use of these providers
by HMOs or by hospitals for inpatient care. While
important changes in employment opportunities
could occur in physician fee-for-service practices,
the direction of change is not clear because of the
large number of variables that affect physicians’
decisions. Since the effect on costs is directly re-
lated to the extent of employment, this question
also remains unanswered.

Extending coverage for NPs’, PAs’, and CNMs’
services in all settings or limiting coverage for their
services to certain settings where health-care serv-
ices are currently inaccessible or inadequate would
benefit certain individuals, such as:

● those in certain locales (geographically under-
served rural and inner-city areas);

● those in certain settings (e.g., homes and
nursing homes); and

● specific populations (e. g., some disabled preg-
nant women and some chronically ill patients,
both adults and children).

Covering the services of NPs, PAs, and CNMs
might encourage physician fee-for-service prac-
tices to employ these providers and use them in
settings and for populations that are not receiv-
ing sufficient and adequate care. Because payment
would be to employing physicians, physicians
would have the final authority for the employ-
ment and the exact nature of NPs’, PAs’, and
CNMs’ responsibilities. Physicians would have to
recognize the advantages of using NPs, PAs, and
CNMs in their practices for providing care to un-
served and underserved individuals.

Direct payment as well as coverage for serv-
ices of NPs and CNMs might enable them to de-
velop independent practices in competition with
physician practices. Legal and financial restric-
tions could be expected to keep the numbers of
NPs and CNMs in independent practice very small.
Competition from an increasing supply of physi-
cians might offset the gains direct payment would
bring to the independent practice of NPs and
CNMs.

How adding these practitioners, particularly as
independent practitioners, to the health-care sys-
tem, would affect costs cannot be resolved at this
time. The suspicion exists that total costs would
increase, but data are not available to answer the
question. If costs increased due to an increase in
the provision of services, volume controls could
be instituted.

If the overall volume of services did not in-
crease, and if the NPs’ and CNMs’ payment levels
were lower than physicians’ levels for compara-
ble services, third-party payers’ costs might de-
crease. Patients might realize savings from de-
creases in the fees for some services. The extent
of any savings would depend on what payment
levels were established. In any event, patients
could choose from a wider range of providers and
might have greater access to primary-care services.
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Direct payment for the services of NPs and PAs
could be limited to certain settings where there
are demonstrated shortages of primary-or mater-
nity care services. For example, direct payment
might be provided to NPs and CNMs who in-
crease geographic access to care. NPs and CNMs
in independent practice may prove a viable solu-
tion for meeting the health-care needs of sparsely
populated areas that cannot support a physicians’
practice. However, limiting direct payment to cer-
tain areas and populations may not be an efficient
cost containment measure because of the poten-
tially small number of independent practices.

It seems clear that coverage for the services of
NPs, PAs, and CNMs in at least some settings
could improve health care for segments of the
population that are not being served adequately.
How coverage would affect costs is unclear, but
the long-term result could be notable savings. The
effect of direct payment on costs is even less cer-
tain, but it might enable NPs and CNMs to prac-
tice in unserved and underserved areas to expand
access to health care.

ADDENDUM: DEFINITIONS AND DESCRIPTIONS

Descriptions of the general roles of NPs, PAs,
and CNMs indicate the similarities and differences
of these three types of health practitioners. (See
table 1-2 for a comparison of their general char-
acteristics. )

Today’s nurse, operating in an expanded role
as a professional nurse practitioner, provides
direct patient care to individuals, families and
other groups in a variety of settings. . . . The
nurse practitioner engages in independent deci-
sionmaking about the nursing needs of clients,
and collaborates with other health professionals,
such as the physician, social worker, and nutri-
tionist in making decisions about other health
needs. The nurse working in an expanded role
practices in primary, acute, and chronic health
care settings. As a member of the health care
team, the nurse practitioner plans and institutes
health care programs.

–GEMNAC, 1979

The purpose of the physician assistant in pri-
mary care is to help the physician provide per-
sonal health service to patients under his care.
An assistant works with a supervising physician
in performing clinical functions and tasks which
prior to the mid-1960s were reserved principally
if not solely for performance by the physician.

–Allied Health Education Directory, 1985
[Nurse-midwifery practice is] the independent

management of care of essentially normal new-
borns and women, antepartally, intrapartally,
postpartally and/or gynecologically [and] occurs

within a health care system which provides for
medical consultation, collaborative manage-
ment, and referral.

—American College of Nurse-Midwives, 1984

PAs differ from NPs and CNMs in their work-
ing relations with physicians. PAs always work
under physicians’ supervision, whereas NPs and
CNMs work under physicians’ supervision, or in
collaborative relationships with physicians and
other health professionals. Another major differ-
ence lies in the training these practitioners un-
dergo. NPs and CNMs are licensed registered
nurses 10 who have received advanced training be-
yond that of other registered nurses. NPs are
trained as generalists in the provision of primary
care services. They may choose to specialize at
the graduate level and deal with specific popula-
tions, as do geriatric or pediatric NPs. CNMs re-
ceive advanced training in midwifery. PAs, how-
ever, are not required to be registered nurses, and
the great majority are not. They come from a va-
riety of backgrounds and experiences before train-
ing to become PAs. Most PAs have had 3 or more
years of college-level education or several years

‘“Three types of nursing education lead to registered-nurse licenses:
2-year community-college programs; 3-year hospital-affiliated diploma
programs; and 4-year baccalaureate-degree programs. The trend to
make nursing education more academic and uniform is reflected in
the discontinuation of many hospitals’ diploma programs, although
this has not resulted in an increased demand for baccalaureate edu-
cation for nurses.
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Table 1-2.—Comparison of Nurse Practitioners, Physician Assistants, and Certified Nurse-Midwives

Nurse practitioners

Date of first educational
p r o g r a m  ,. . ,  . . . . . . . . . . . . .1966

Approximate number trained .25,000 to 30,000a

Approximate number employed
in field of trainingd . 15,433e

Services . . . . . . . . . . Provide medical services within
limits of competence; provide
counseling and health-promotion
services

Role . . . . . . . . . . Provide advanced nursing
services, including working with
clients having complex or multiple
needs; provide medical services in
collaboration with physicians and
other health providers

Settings . . . . . . . . . Mainly primary care; trend toward
hospitals, long-term care facilities,
and other settings

Education Registered nurse with additional
training, increasingly at masters
level

P h y s i c i a n  a s s i s t a n t s  –

1965
18.116 b

16,000f

Provide medical services as
assistants to physicians

Provide medical care under
supervision of physicians

Mainly primary care; trend
toward hospitals, long-term
care facilities, and other

Special academic and on-the-
job training

Certified nurse-midwives

1931

3,500C

2,0009
Provide full range of prenatal,
labor, delivery, and postpartum
care; family-planning counseling,
and gynecological services

Provide midwifery services in
consultation with physicians,
mainly serve low-risk women;
increasingly work administratively
independent of physicians

Hospitals, trend toward birthing
centers, health departments. and
family planning clinics

Registered nurse with additional
training. about half at masters
level

Approximate average Income  $25,975h $27,560’ $25,000J
i?IEStlrn.at@ bY Denl~e GelOt, Dlvl~lOn of Nur~l  ng, B“  rea”  of Health  pr~fes~i~n~,  Health  Resources and services  Admi nlstratlon,  Publ IC Health seWl  Cfc3 U S be~artm-en-t

of Health and Human Services, Rockvllle,  MD, personal communication, Aug 20, 1966
b Amerlcan Academy of Physician Assistants, “AAPA  Membership Statlstlcs by Graduation Date,” Arllngton,  VA, May 13. 1986
cE~tlmated  by American Col}ege of F4urse-Mldwlves,  Washington, DC, PerSOnal  communication Aug 20, 1986
dThe figures for NPs and CNMs  are from 198rJ Later  data from the U S Department  of Health  and Human services,  Publlc  Health SeTVICe Health Resources and Serv

Ices Adml  nl strat  Ion,  Bureau of Health Professions, Divlston  of Nursl  rig, ” 1984 National Sample Survey of Registered Nurses, ” Rockwlle,  MD Indicates that the ag
gregate number of employed NPs and CNMS is 18642

eN at ,Onal sample  Sumey  of Registered Nurses, November 1980, i n ‘Registered N Urse population and Overview, ’ U S Department of Health and Human Serv{ces  Pub
IIC Health Service, Health Research Services Adminlstratlon,  Publication No HRS.P-OD-83-I,  November 1982

fEstlmated  by Gretchen Shafft,  American AcademY  of physlclan  Assistants, Arlington, VA, personal communlcatlon,  Sept 15, 1986
gEsttmate  from Kathy Mlchels  Ass!stant  Director, Congressional and Agency Relatlons,  American Nurses’ Assoclatlon,  Washington DC personal commun!catlon
June 17, 1986
hu s Department of Health  and Human SewIces publlc Health  Service, Health Resources and SWVlCt2S Admlnlstratlon,  Bureau Of Health  professions Dlvlslon  of Nurs-

ing, 1984 National Sample Survey of Registered Nurses, ” Rockvllle,  MD
IAmerlcan  Academy of Physlclan  Assistants, 1984 Rrys/c/an  Ass/sfarrt  Masterf//e  Survey (Arl!nglon,  VA 1984)
jAmerlcan  college of Nurse Mldwlves,  Washington DC, personal communication Aug 20, 1986

SOURCE Off Ice of Technology Assessment 1986

of experience in health-related fields, although
these are not entrance requirements for the train-
ing programs.

Certification is available to all three types of
health practitioners and is required for CNMs.
Certification is offered to registered nurses by the
American Nurses Association, by nurse-specialty
associations and by some academic nursing-edu-
cation programs. An NP can be certified after
completing either an NP-master’s program or an
NP-certificate program. Master’s degree programs
require applicants to have baccalaureate degrees
and registered-nurse licenses, and such programs
entail an average of more than a year of additional
training. Certificate programs are generally a year
long and require registered-nurse licenses. CNMs
are certified according to the requirements of the
American College of Nurse-Midwives. PAs are

certified by the National Commission of Certifi-
cation of PAs.

CNMs are trained to provide care for essentially
normal expectant mothers and to handle abnor-
mal cases by referring the patients to physicians
or by consulting physicians or working jointly
with them. Specific functions include providing
prepartum care, managing normal deliveries, pro-
viding postpartum care, providing gynecological
care, providing care to normal newborns and in-
fants, and providing family-planning services.

NPs are taught to perform functions beyond
those of traditional nursing and to assume respon-
sibility for some of the care usually provided by
physicians (see box I-B). PAs are also trained to
provide some of the services typically provided
by physicians (see box I-B). PAs are trained in
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interpersonal skills, but not to the extent that NPs
and CNMs are. Indeed, counseling and health
education are traditional dimensions of nursing
practice. Although many PAs pursue medical and
surgical subspecialties, this study focuses on those
PAs who are primary-care practitioners in am-
bulatory settings.

The roles PAs and NPs play depend on their
work settings. In some settings, no functional dis-

tinctions between NPs and PAs exist; in other set-
tings the two types of providers function very
differently. NPs, as registered nurses, perform the
full scope of nursing practice in addition to per-
forming medical tasks, whereas PAs only perform
medical tasks. In reality, NPs and PAs often per-
form the same roles, and evaluations often focus
on NPs and PAs collectively, rather than on ei-
ther NPs or PAs alone.


